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of the CIVIL AVIATION MEDICAL ASSOCIATION
SPRING 1994
CAMA ON RECORD OPPOSING CLASS III ELIMINATION + * * * *
The CAMA Board of Directors winter retreat included a discussion of the Class III cancellations proposed
by the Experimental Aircraft Association (EAA). There was great sympathy for the EAA's underlying concern
about the decline of general aviation. However, CAMA's Board was extremely concerned about the deleterious
effects on aviation safety if medical examinations are dropped for a significant fraction of the pilot population.
The Board consequently drafted the following IttffnJtott" sent to the Federal Aviation Administration for
inclusion in the EAA petition rules docket. Rules dockets are a matter of public record for examination by any
interested individual or groi
concern with the impact on public health and
substantial portion of the pilots in the United
many controllable
"The Civil Aviation Medical AssociatiorfgEAMAi
welfare of the proposed elimination of medical sti
States. Present medical standards clenf les?
medical conditions are detected in tliwgrfo p
"CAMA supports recreational and general;
and aviators does outweigh the benefits
,
Respectfully,
Forrest M. Bird, M.D. Ph.D.,
President, Civil Aviation Medical Association"
As a matter of courtesy, Dr. Bird sent a copy of the CAMA position together with a cover letter to the EAA.
(The EAA did not send CAMA any prepublication letter or note. But EAA founder and former President Paul
Poberezny did respond to the above. See Letters Section. -Ed.)
Increase in risk to the public
CAMA BOARD HOLDS WINTER RETREAT
Oklahoma City was once again
the site of the winter retreat for the
CAMA Board of Directors. Board
members spent the weekend of 12-
14 February in discussions about
CAMA programs and progress. Presi-
dent Forrest M. Bird presided while
the redoubtable Joe Densmore once
again served as a facilitator.
Individual and committee re-
ports took up much of the agenda.
Of special note was the member-
ship report which indicates CAMA
to be growing nicely, particularly
among overseas members. The
Treasurer's report shows CAMA to
be in good financial health as well.
Details of the program for the fall
meeting in Arizona were not avail-
able, but the general report indi-
cated the program to be on sched-
ule for a very interesting and perti-
nent meeting.
Considerable discussion con-
cerned two specific items. The
board developed a short position
statement to be filed in response to
the Experimental Aircraft
Association's petition to discontinue
Class III medical examinations for a
CAMA Headquarters • P.O. Box 23864 • Oklahoma City, OK 73123-286-t
(405)840-0199 • FAX (405)848-1053
large group of pilots. (See CAMA
Board on Record Opposing Class III
Elimination.)
The board recognized that there
are many issues which come up
throughout the year and which are
important to CAMA members. More-
over, the board wishes CAMA to
take public positions on many of
these issues. A preferred means to
evaluate and speak to these chal-
lenges resulted from these discus-
sions. (See CAMA Requests Infor-
mation for Issues Committee.)
CAMA members interested in
details of any report or subject
should contact Jim Harris, Execu-
tive VP at CAMA headquarters.
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The BULLETIN of the Civil Avia-
tion Medical Association
(CAMA) is published quarterly
for CAMA members and others
interested in aviation medi-
cine.
The CAMA motto is: "Pro Bono
Publico," "For the good of the
public."
CAMA's organizational pur-
pose is: "To provide the civil
aviation physicians with edu-
cation, representation to gov-
ernment and a voice with in-
dustry and the public."
The BULLETIN editor welcomes
submissions of articles and
photos for publication. Please
mail text in typewritten form
or in WordPerfect software on
floppy computer disk to:
James L. Harris
CAMA Headquarters





EDITORIAL: THE HUMPTY DUMPTY
STYLE OF GOVERNMENT * * * *
" 'When I use a word,' Humpty Dumpty said, in a rather scornful
tone, 'it means just what I choose it to mean-neither more nor
less.'" - Lewis Carroll (Charles Lutwidge Dodgson) 1832-1898
The recent Notice of Proposed Rule-Making about alcohol
testing contains so much bureaucratic jargon, so many acronyms,
and such frequent misuses of terms that it is sometimes difficult to
determine just what it does mean. That may well be the intent, or
it may simply be the result of word-smithing (another bit of jargon
but one which illustrates the point) by committees of various
officials and federal lawyers.
For example, it is clear that no one with any scientific or medical
background was involved in writing the notice—or at least had any
final editorial authority. The writers evidently do not know what
an alcohol is. Moreover, the rule permits virtually everyone to have
a drink, head for the airplane, and pass the breath test! Obviously
those who understand physiology and ethanol metabolism were
notably absent when that portion of the rule was drafted. It's
equally clear that no one who knows anything about alcohol
dependence had any influence on the writers.
Then there is the use of "time frame," sometimes written as two
words, and with typical inconsistency, appearing in other places
as "timeframe." Actually, a time frame is probably something
which goes around a clock! The writers probably mean "period,"
"interval," or "interim" when they use "time frame." In other cases,
they simply mean "time."
The "Humpty Dumpty" school of writing does have advantages.
One can never be held responsible for anything said. But then, we
all know what happened to Humpty Dumpty....
HOOVER SAGA CONTINUES
R. A. "Bob" Hoover, 72, famed test pilot and airshow demon-
stration aviator has lost his medical certificate once more. His
case has been celebrated in the aviation press for some time as
a battle with the FAA Office of Aviation Medicine. At one point,
it involved the Aircraft Owners and Pilots Assn. (AOPA) chief
counsel John Yodice, famed aviation attorney F. Lee Bailey, and
former world champion acrobatic pilot Leo Loudenslager.
In June of 1992, two FAA inspectors observed Bob Hoover fly
one of his airshow performances. They concluded that his
performance was not up to a safe standard. Ultimately, his
medical certificate was revoked, and he was sent for an exami-
nation by one of the FAA's consultant neuropsychologists—the
same individuals who check airline pilots for subtle brain
damage prior to a possible return to flight status following head
injuries, alcoholism, strokes, or other CNS insults. At the same
time, Hoover was also given the new "Cogscreen" test dis-
cussed in the last issue of this bulletin. He did poorly on both,
* • • * • • * • (continued on page 5)
THE PRESIDENT'S MESSAGE » * * * * *
The founding fathers of the Civil Aviation Medical Association could not have selected a
better title which reflects upon the mission of CAMA, Few organizations are blessed with
the diversified talent found within our membership. Beyond the prominence of internal
academic achievement, members of CAMA share a sense of belonging through personal
interests which truly makes us one for all and all for one.
During my recent first Board meeting as president of CAMA, in Oklahoma City, I could
not help notice the dynamicity among new and old members of the Board and our Trustees.
Each topic presented for discussion was professionally addressed in a most constructive manner. There was
no evidence of "fence sitting." Each topic was addressed without procrastination, and specific timely action
mandated.
Of great importance is the increasing interface between the Board and CAMA membership. Headquarters
is increasingly queried by letter and telephone relative to resolution of ambiguities concerning the AME.
I am very fortunate to have unlimited support from Jim Harris with his wealth of directly related prior
experience in the field of Civil Aviation Medicine. Without Bob Wick and his vast contributions to CAMA over
the years, serving as our editor and mentor, we would be severely compromised. As long as I can
remember, Young Stokes has been photographically documenting the meetings of FPA and CAMA which serves
to bring us all closer together. All one has to do is review the slate of CAMA officers for 1994 to realize the quality
and far reaching medical representation serving the AME.
It is fortunate CAMA is blessed with such great internal strength at this time. The AME as well as the entire
medical community is currently stressed with potential political actions which could dramatically destabilize
the physician as well as his or her family at every level. Beyond seasoned academic qualifications with CAMA
are members who have served within federal and state institutions at many of the highest levels. They provide
CAMA members with the ability to professionally express the opinions of the AME-physician to those in
government who currently determine the present and future of medical practice.
As a team, we can all benefit from each others talents. Each and every members of CAMA must become
increasingly active in "fellowship" as well as clinical contributions. This will serve to vastly strengthen your Civil
Aviation Medical Association.




LETTERS TO THE EDITOR
To the Editor: Subject: Docket # 27517 (Experimental Aircraft Assn. Petition)
This is an ill-conceived petition based on a lay opinion about the role of the aviation medical examination in aircraft safety.
It demonstrates an inadequate understanding of the data used for its support.
First, the petitioners list accidents occurring among pilots who do not require a medical certificate; i.e. lighter-than-air and
sailplane pilots. However, there is no indication about how many involved in these accidents may have had medical certificates
even though none is required. For example, many glider pilots also hold power certificates, and thus are afforded the protection
of the medical examination process. It is common practice in glider clubs for pilots to take turns flying the gliders and then the
powered tow aircraft.
Incidentally, the petitioners erred in their use of aircraft categories and nomenclature. Lighter-than-air pilots are required
to have medical certificates if they are flying airships. Free balloon pilots are not. Moreover, the regulations speak of gliders,
not sailplanes. "Sailplane" is an unofficial term used to denote gliders with much higher L/D ratios than the training aircraft of
a generation or so ago. (Training gliders of the '40's and early 50's had L/D ("glide") ratios of 15 or 16 to 1; i.e. they would
glide 15 or 16 miles for each mile of altitude lost. Modern gliders often have L/D's of 30 to 1 and sometimes much higher.
-Ed.)
Second, the quoted "medical" accident rates are based on incomplete and inadequate data. In the case of a non-fatal accident,
there is virtually no professional medical component to the accident investigation. Even fatal accidents commonly do not have
a thorough and complete post-mortem examination as part of the investigation. For these reasons, we do not know how many
accidents have a medical causation or component. It is assuredly higher than the figures printed in the petition however.
Third, the financial benefit is grossly inflated. The petitioners listed the entire pilot population and calculated costs as if all
would be flying only in accordance with their proposal. Obviously this is incorrect. More than a quarter million pilots hold
• * • • * • > * • (continued on page 4)
(Letters To Editor continued) • > • • * • > > •
commercial or ATP certificates. Many with private certificates would also continue to hold medical certificates. Consequently,
the "savings" claimed are at least double what should be calculated using their proposal.
The petitioners suggest that fiscal reasons have caused many pilots to stop flying. It is unlikely that the cost of maintaining
a Class III medical certificate—$25 per year using the petitioner's figure—is a significant factor. This is only a fraction of the rental
cost for a single hour of flying in a light single-engine aircraft.
There are two factors which are not discussed, but which play a large role in this petition. The first is a fear, common among
pilots, that they may fail their medical examination. While they can argue with a flight examiner if they fail a flight check, they
have no medical background with which to dispute a medical failure. Obviously there is an underlying psychological bias to
eliminate the medical examination.
The undersigned was exhorted by mail from petition enthusiasts to write in support of this change. These supporters know
me as an active and enthusiastic pilot, but did not know that I am also a physician. They emphasized the previous point by writing
in large letters, "You may fail your medical examination some day," on their material.
In fact, less than half of one percent of medical certificate applicants ultimately are refused certificates. The FAA has been
somewhat lax in making this point known. But, the more important aspect is the existence of the system which discourages those
with serious medical problems from applying in the first place. This leads to the second factor.
The second factor is an essentially normal reaction to a medical problem... denial. Many of us deny the facts about our medical
conditions. We refuse to believe that we have serious heart disease, that we have a convulsive disorder which makes it unwise
to operate vehicles or machinery, or that our drinking is alcoholic and so on. Those with major mental disorders often have no
insight to begin to understand that something is wrong.
The existence of the system however generally prevents these individuals from falling victim to their own psychological
weaknesses. They do not apply for medical certificates, and thus no accidents occur. They don't make their own decisions about
flying because these decisions would frequently be flawed. The petitioners have completely overlooked this critical point—a
point which now prevents accidents but which will not do so if the present system is scrapped.
Should the EAA proposal be instituted, the accident rate will go up. When it does, the result will be a backlash which could
easily result in a more restrictive system than we have now. Obviously such a reaction would be unwelcome but probable.
There is also the obvious fault of asking laymen to make medical judgments. They have no knowledge on which to base those
conclusions. Indeed, aviation medicine can be so complicated that generalist or other specialty physicians do not always have
the requisite knowledge for those decisions either. That's why the FAA has had to develop a corps of aviation medical examiners-
doctors with more than a casual knowledge about aviation medicine, hypoxia, visual problems of flying and so on.
If we follow the petitioner's logic, then there should be no need for flight checks, pilot examinations, biennial flight checks,
route checks, etc. Indeed, pilots know more about their aviation activities and abilities than they do about medicine, yet they
are not allowed to exercise their own judgment about when they are ready to assume the responsibilities and privileges of private
pilots, instrument pilots, and so on. They first must have flight checks with pilot examiners. It makes even less sense to charge
them with the responsibility of similar medical decisions.
Most pilots do not have any other regular medical checkups beyond their FAA medical examination. Examiners frequently
have found various medical problems unknown to the pilot early enough that good treatment is available; e.g. high blood
pressure, prostate disease, etc. Ironically, the FAA examination has assuredly prolonged more flying careers than have been
curtailed. The petitioners have missed this point as well.
The avowed tenet of the EAA, that general aviation flying continues to decline, is certainly valid. Their effort to restore it
to a growth mode is laudable. Unfortunately, their proposed changes in the medical certification requirements are misguided.
While they have widespread emotional appeal among pilots, they are obviously "poor medicine," and clearly are not in the public
interest.
AVID AVIATOR, M.D.
(Name withheld by request)
To the Editor: I have been personally concerned about the risks, not only of the aerial vehicle (airplane) - but also the ground
vehicle (automobile). I have long realized the risks of automobiles due to physical incapacitation of the millions who operate
them.
Unlike the airplane, there are no basic physical standards for drivers other than an eye test. However, when one considers
the combined speeds of automobiles passing between 2 and 4 feet of each other, one often wonders about the physical capability
of the drivers. Perhaps some consideration, much the same as the pilots physical requirements, should be applied to the motorist.
I would certainly be pleased to hear any of your views on this matter as, in the future, I plan to petition the National
Transportation Safety Board to consider some practical requirements that, for example, a student or private pilot might be
expected to do. Since people operate automobiles under a great many conditions, particularly in cities where there is high stress
or at high altitudes in the west, according to some doctors that I have talked to, these factors could cause physical impairment.




("President Paul" is the founder and long time President of the Experimental Aircraft Association. He recently relinquished
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A. Duane Catterson, M.D.
Robin E. Dodge, M.D.
Randall Ferris, M.D.
David P. Millett, M.D.
Marion C. Wagnon, M.D.
Heinz F. Wykypiel, M.D.
TRUSTEES
(2 Year Term - Expires 1995)
James R. Almand, M.D.
DeWayne E. Caviness, M.D.
Criss Kidder, Jr., M.D.
Edward Luchansky, M.D.
W. David Rummel, M.D.
Albert Vander Waag, Jr., M.D.
H. Stacy Vereen, M.D.
TRUSTEES
(3 Year Term - Expires 1996)
Earl F. Beard, M.D.
Debebe Biratu, M.D.
Mark C. Eidson, M.D.
Jabez Gait, M.D.
John L. Garred, Sr., M.D.
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NO CAMA POSITION ON AOPA PROPOSAL
CAMA did not respond to
the Aircraft Owners and Pi-
lots Association
(AOPA) petition to
extend the validity of
Class III medical cer-
tificates to four years.
The public comment
period closed in early
January. Nor was the
subject discussed in
any depth at the re-
cent board meeting
in Oklahoma City. It remains
to be seen what, if anything,
the FAA will do in response to
the AOPA's petition.
Watch these pages for
further info. (Theas-
yet unreleased
changes to FAR Part
67probably contain
a provision to extend




may not be all that different
from FAA intentions. - Ed.)
(Hoover Saga continued)
and the FAA sustained their
medical certificate denial.
Hoover petitioned the Na-
tional Transportation Safety
Board (NTSB) for a hearing.
He was represented by F. Lee
Bailey and the AOPA's John
Yodice in front of NTSB Ad-
ministrative Law Judge W.
Roger Mullins. (ManyAME's
will recognize the name
Yodice. John is the father of
FAA attorney Kathleen
Yodice J.D., a frequent lec-
turer at AME seminars. -Ed.)
In an unusual move, Judge
Mullins authorized a flight
demonstration by Hoover.
Hoover flew a Shrike Com-
mander accompanied in the
right seat by former world
acrobatic champion Leo
Loudenslager— now an Ameri-
can Airlines captain— as a
safety pilot. Following this
flight, Mullins ordered the
FAA to return Hoover's medi-
cal certificate. The aviation
press headlined the judge's
action nationally.
The FAA then appealed the
law judge's decision to the
entire NTSB. In a strongly
worded opinion, the com-
plete board overturned their
administrative law judge's or-
der last month. Bob Hoover's
medical certificate is invalid
once more.
The next step, if any, is up
to Hoover. He can appeal the
NTSB decision through the
Federal Appeals Court system
if he wishes. This could be a
lengthy and expensive pro-
cedure however. Stay tuned
to these pages for the latest
developments.
* * * AEROMEDICAL CERTIFICATION CASE * * *
A 49 year-old private pilot walks into your office to renew his Class III medical certificate. He has a
complicated history of hospitalization eight months ago with complaints of headache, confusion, and ankle
swelling. At that time, he was reported to have a blood pressure of 250/130, papilledema, dependent edema,
and a faint right abdominal bruit.
His previous history was unremarkable for cardiac, neurologic, or hypertensive disease. During his
hospitalization, he was found to have a right renal artery stenosis of greater than 90%. Angioplasty was not
successful. Eventually the patient had a renal artery bypass.
Today this pilot feels well and is active without any restrictions. He is on a low dose of a calcium channel
blocker, and except for the recent surgical scar, his examination in unremarkable. Your office nurse recorded
his blood pressure at 122/76.
The pilot has all his hospital records with him plus his physician's report. The pathology page indicates
the lesion to have been atherosclerosis of the proximal portion of the excised renal artery. His physician




You muse about the disease process, causes, treatment, and prognosis.
1. You think first about the common causes of malignant hypertension. What are they?
2. This brings up the question of the prognosis for inadequately treated malignant hypertension.
What would you expect in such a case?
3. In turn, you consider the common causes of renal artery stenosis. List them.
It's now time to deal with this individual pilot. What else might you need to determine his eligibility for
medical certification?
4. Nothing. His surgeon's re-
port and the hospital records pro-
vide all the information you need.
5. An angiogram to determine
the status of his renal artery bypass.
6. Ureteral catheterization to
determine his renal function.
7. An ophthalmologic consul-
tation.
8. Cardiac catheterization to
determine his coronary artery sta-
tus.
9. Nothing. He is not eligible
for flight status because his renal
function will not permit him to
fly for any significant length
of time without going to a rest room
to void.
10. Nothing. He should be cer-
tified promptly without restrictions.
See answer and the FAA decision on
page 13.
Corporate and Sustaining Members
The financial resources of individual members alone cannot
sustain the Association's pursuit of its broad goals and objectives. Its
forty-five year history is documented by innumerable contributions
toward aviation health and safety that have become daily expecta-
tions by the world's flying population. Support from private and
industrial sources is essential for CAMA to provide one of its
important functions, that of education. The following support
CAMA through Corporate and Sustaining Memberships:
John H. Boyd, D.O.
M. Young Stokes, III, M.D.
Albert Vander Waag, Jr., M.D.
Percussion Aire Corporation - Dominique Bird, President
Stereo Optical Company, Inc. -Joseph F. Anders, President
DOT ISSUES ALCOHOL RULES: BETTER LATE THAN NEVER?
The long awaited alcohol
rules—all 189 pages of them—
were released earlier this year by
the Department of Transporta-
tion (DOT). The rules took the
form of three Notices of Pro-
posed Rule- Making (NPRM's)
dealing with alcohol. The pre-
amble alone required 145 pages.
At about the same time, the DOT
and FAA issued three more
NPRM' s totaling 156 pages which
detailed proposed changes in the
drug testing rules. In other
words, the DOT and its subsid-
iary organizations published 345
pages concerning alcohol test-
ing and changes in*the current
drug testing programs.
There is a major problem
however. All of these programs,
and the tremendous number of
bureaucratic man-hours it took
to write them, are essentially di-
rected at minimal to non-exis-
tent problems, f 1 here has never
been a scheduled airline acci-
dent attributed to the use of alco-
hol by a pilot. Nor has there ever
been a scheduled airline acci-
dent attributed to the use of drugs
by the flight crew. (There was
one commuter crash in which
traces of cocaine were found in
the body of one of the pilots.
The relation to the accident, if
any, is unclear.)
In spite of all these facts, the
airlines are now forced to spend
literally tens of millions of dol-
lars annually for employee drug
testing. The alcohol testing rules
'will add many more millions at a
time when the industry has lost
billions of dollars, and doesn't
show any significant signs of re-
covery. (In the last five years or
so, airlines have lost more
money than they have made in
their entire history. - Ed.)
In fairness however, the driv-
ing force behind the alcohol rules
is the U.S. Congress. It passed a
bill requiring the DOT to insti-
tute such testing. The same bill
codified the existing drug test-
ing programs so that they too
now have the status of a federal
law. Although the DOT was di-
rected to have the rules out prior
to the end of 1993, they missed
the deadline by some months.
The preamble largely tells the
story about how the alcohol test-
ing is to take place. AstheCAMA
Bulletin predicted, the process
will use breathalyzers. These
evidentiary breath testers (EBT)
are similar to machines used by
police tolEstLe$ivers stopped
along the road. Instead of police
however, they will be manned
by breath alcohol technicians—
"BATs" as the DOT calls them.
But therein lies afetfj^Big prob-
result released from the lab. Even
then a physician must talk with
the subject, and in some cases
examine him or her prior to veri-
fying a positive report. The high
quality lab work and the many
checks built into the system do a
good job of preventing false posi-
tives. None of that is present in
the alcohol test system.
Blood alcohol tests are spe-
cifically prohibited to verify or
refute the EBT evidence. Hypo-
critically however, the DOT will
accept a blood alcohol test if
there has been an accident and
no EBT is available. In fact, the
employer is required to arrange
a prompt blood test if it can't
obtain an EBT quickly.
Even more onerous is the
DOT position if an alcohol test is
l test i itive for sify it as a "refusal to te|t" and
alcohol-above 0.04-the BAT
wiH^ainif a specified period
and retesttfcc subject. If that test
is also positive, that's the end of
the process. There is no inde-
pendent check with another in-
strument or anothjgjTCcnnician,
no alternative m«H^»and ef-
fectively no appeal. The BAT
will report the result as positive
for alcohol in the subject's sys-
tem and the issue is closed.
The proposed testing method
contrasts sharply with the drug
testing system. In that system,
each urine specimen is split. The
split portion is saved for retest-
ing should the first portion test
positive for a prohibited drug. In
addition, all urine analyses are
performed in very high quality
certified laboratories. Specimens
are first screened, and any which
show as positive must then be
rechecked by a gas chromato-
graph/mass spectrograph— the
gold standard of laboratory test-
ing. Only after the GC/MS con-
firms the drug as present is the
reat the individual as if he or she
had significant amounts 0f alco-
hol in his system._J[^^ be
the case even if the individual
was injured and taken for medi-
cal care! As is the case with drug
testing, an individual is guilty
until proven innocent.
The testing values are them-
selves of concern. An equivalent
blood alcohol level of anything
less than 0.02 is considered a
negative test. For most individu-
als, this level will be reached
following slightly more than one
drink or one beer within the past
hour. It may also be found in
someone who has been legally
drunk seven or so hours previ-
ously but who has not had any-
thing to drink in the interim.
Obviously neither are satisfac-
tory for flight, but under the pro-
posed system, they would be
passed without any questions.
The proposal also waffles for
values between 0.02 and 0.04.
• * • • * • • > • (continued on page 8)
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(Dot Issues continued) • > • • > • • > •
The airline employee with that
value must be removed from
safety- sensitive work until the
next duty period—assuming that
it is at least 8 hours later, or until
his level is below 0.02.
There is stMl another weak-
ness in the alcohol testing system
when compared with the urine
drug test process. As mentioned,
when a urine drug test is reported
by the laboratory as positive, a
physician—the Medical Review
Officer (MRO)-is the first indi-
vidual notified. He or she must
interview, and in some cases ex-
amine the subject before an em-
ployer is notified of a positive
drug test. Medical input from a
knowledgeable physician adds to
the quality of the process. But
this too is absent in the alcohol
testing process.
The alcohol tests will be re-
ported directly to the employer
by the BAT. The rules then call
for the employee to be removed
from "safety-sensitive" positions.
The DOT correctly did not spell
out what penalties the employer
may impose, but without ques-
tion, some will simply discharge
the employee. Thereafter, litiga-
tion will probably follow under
the American's with Disabilities
Act, the Medical Leave act, or
both. (The American's With Dis-
abilities Act is also known in
some circles as the "Lawyer's
Full Employment Act." -Ed.)
As drug testing has evolved,
the MRO usually is asked to de-
termine when an individual is
sufficiently rehabilitated to return
to his or her normal work. Once
again quality has been injected in
the person of a competent physi-
cian. However in the alcohol
testing process, the DOT requires
only a "substance abuse profes-
sional" or "SAP" as they call it, to
make that determination. They
further defim a SAP to include
licensed physicians, licensed or
certified psychologists, social
workers, employee assistance
professionals, and any counselor
certified by the National Associa-
tion of Alcoholism and Drug
Abuse Counselors Certification
Commission. In other words, a
large group of individuals with
widely varying backgrounds and
education will be allowed to re-
turn those with positive alcohol
tests to their regular work. Obvi-
ously the quality of these deci-
sions will be low simply because
of the heterogenous group mak-
ing them.
The DOT is obliged to respond
to public comments which were
placed in the record. In virtually
all cases, the rule writers simply
oppose anything said by others
or the public, and go merrily on
their way. Interestingly, they
even disagree with comments
made by the National Transpor-
tation Safety Board, a government
agency with the primary federal
responsibility for safety in all
transportation modes.
In sum, both the Congress
and the rule writers missed the
most important part of all when
they mandated alcohol testing.
In our society, it is very rare for
employees to come to work un-
der the influence of alcohol. It's
a lot like an appointment at the
doctor's office. How many pa-
tients come in for a scheduled
appointment after they've been
drinking? We value our jobs,
sometimes more than families,
health, finances, and so on. When
someone comes to work with
alcohol in his or her system, it is
very often a sign of late stage
alcohol dependence.
Best Bet: As the saying goes,
"Don't confuse me with facts.
My mind's made up." The very
expensive and onerous alcohol
testing program will be instituted
as proposed by the DOT without
any significant changes.
TUCKER'S TIPS
By: James L. Tucker, M.D.
Did you know
-that barn owls see as well in daylight as in the dark? They sleep in the daytime and become
active at night because that's when the mice they eat are out and about.
-that the human eye can discern an object two mm. in diameter at 20 feet? That's pretty good,
but an eagle can spot an object only one mm. in diameter at the same distance! Among other
things, the eagle's cornea is more clear than that of humans.
-that the turkey vulture has very prominent eyelids and recessed eyes? The effect is that of
a visor—nature's "gimme cap"—which reduces glare.
-that the mandril monkey has dark, almost black, pigmented sclera which reduce glare from
the side?
(Readers will recognize Jim Tucker as an Abilene, Texas ophthalmologist who frequently
lecturesatFAAAMEseminarsandserves as a consultanttotheFederal AirSurgeon. HeisCAMA
president-elect and recently retired from the US Air Force Reserve as a Major General.)
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CAMA REQUESTS INFORMATION FOR ISSUES COMMITTEE
There are a great many pubic issues which concern CAMA. Unfortunately, no single
member can be aware of and up-to- date on all. Members are asked to be on the
lookout for items or issues which ^>£r£\ would be of interest to CAMA
or about which CAMA should 4^^^ p\ take a public position. Send
any material and all available IBB fc) "\\X/7 information on the subject to
Executive VP Jim Harris at head- ^v^^hfc ^>J quarters- He'll forward it
promptly to the CAMA Issues QO^ B^^HllPiiiS^E-̂  Committee. In turn,
they'll analyze it and draft a posi- ^—JJ^^sJ™^^ B^ tion as appropriate.
DOT PROPOSES CHANGES IN DRUG TESTING RATE
The family of Notices of Proposed Rule-Making (NPRM) included a
number of comments and proposals concerning the rate of urine drug testing.
An industry for which the annual positive rate for at least two consecutive
years is less than one percent may drop its annual random testing rate from
the present 50 percent to 25 percent. Note that this is by industry, not by
employer. The DOT-would-not reward companies with outstanding records
no matter how good. If the positive rate exceeds one percent in any
subsequent year, the random test rate must return to 50% once more.







The DOT dropped its test rate for its own employees last year. It appears that the rate for the
aviation industry will drop shortly as well. Obviously the expense—DOT estimates savings by
dropping the rate to 25% in the aviation industry will be more than $8 million annually—was not
justified in the first place.
The above figures include not only pilots but also flight attendants, mechanics, security screeners,
and other miscellaneous categories. Within those groups, pilot positives are almost non- existent.
Best bet: The proposal will pass. The aviation industry will still be saddled with a large expense
to find a minuscule fraction of individuals who abuse drugs however. The question of cost-





The long-awaited FAA pro-
posal to overhaul Part 67 is still
stuck in federal approval chan-
nels. The issue now seems to be
whether or not the proposed
regulations constitute major
changes from the previous ver-
sion. If they do, they must be
approved by the Office of Man-
agement and Budget (OMB). If
not, they can be published di-
rectly as a notice of proposed
rule-making. After a suitable
comment period, they'll be-
come new Federal Aviation
Regulations.
Insiders say that part of the
problem involved the alcohol
proposals. Most of the DOT
officials who would normally
review the FAR change have
been working full-time on the
congressionally-mandated alco-
hol testing issue. Now that the
proposed alcohol testing rules
have finally been made public,
perhaps the DOT can get back
to serious and important busi-
ness. CAMA will keep mem-
bers informed if and when the
proposed changes finally see the
light of day.
DOT PROPOSES FAA/ATC SPLIT -f •»•
Department of Transportation Secretary Federico Pena
floated an administration proposal to separate the nation's Air
Traffic Control (ATC) system from the FAA. The new ATC
would be organized as an independent, quasi-governmental
business much the same as the present post office, AMTRACK,
and the Tennessee Valley Authority. The intent is to provide
purchasing flexibility as well as operational autonomy.
Unanswered questions include those of interest to AME's
who perform ATC medical examinations. Whether the new
ATC company would organize it's own medical service or
continue to use the FAA'sis up in the air. Either is possible. The
size and possibly the fate of the FAA's Office of Aviation
Medicine is also in doubt. The present FAA staff spends a good
deal of time dealing with controller medical problems, drug
test results, disability evaluations, and so on.
Commercial airlines tend to favor the proposal in the hope
that the airways system will be more rapidly modernized. Air
traffic control delays associated with an increasingly obsoles-
cent system presently cost them millions of dollars annually. In
addition, ATC designers have spent years and many millions of
dollars trying to develop a Microwave Landing System (MLS).
The MLS system was, and is not wanted by the airlines.
Moreover, the MLS has been technilogically bypassed by satel-
lite based systems which are less expensive and far more
flexible. The net has been a tremendous waste of money.
Passengers are not happy with present ATC delays either.
The major carriers operating in the heavy traffic areas feel
penalized when they are compared with others who fly prima-
rily in less densely traveled regions. In other words, the on-time
record of a carrier operating many flights in and out of Chicago,
New York, Washington, etc. is sure to suffer when compared
with airlines operating primarily from Phoenix, Salt Lake City,
etc.
The air traffic controller unions also favor the split. They
feel that an independent organization may result in higher
wage scales and improved benefits for working controllers.
General aviation interests e.g. the Aircraft Owners and
Pilots Association, the Experimental Aircraft Association, the
National Business Aircraft Association, etc., are adamantly
opposed however. Most fear another bloated bureaucracy
unresponsive even to normal government supervision. In
addition, they fear both exorbitant fees for general aviation's
share of the cost, and a virtual lockout from any airport used by
the airlines.
The Air Lines Pilots Association (ALPA)—the union which
represents most commerical airline pilots—is also on record as
opposing the split. Their primary concern is safety and the fact
that the organization may be responsible only to an anonymous
board of directors.
Best bet: It will be a real donnybrook before it's all over. The
administration is dedicated to this proposal although Congress
has yet to weigh in with its opinion. The final outcome is still
too close to call.
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ANSWERS TO AEROMEDICAL CERTIFICATION CASE
1. The most common causes of malignant hypertension are a previous underlying primary (essential)
hypertension, renal vascular disease, andendocrinopathiese.g. pheochromocytoma, Gushing's disease,
etc.
2. Inadequately treated malignant hypertension has a terrible prognosis. The six month mortality is
greater than 50%, and the one year survival is essentially nil. Causes of death include renal failure, cardiac
failure, and cerebrovascular collapse.
3 • Renal artery stenosis can be caused by fibromuscular dysplasia of the artery wall, especially in young
females. Most renal artery disease however, is related to atherosclerotic vascular processes.
4. This response is incorrect. There is a great deal more information required. The status of his
atherosclerotic risk factors, e.g. family history, smoking history if any, previous lipid levels, physical
activity, etc. are important. An exercise stress test to rule out coronary artery disease is very important.
5. A renal angiogram would not be helpful at this time. There has hardly been enough time elapse for
additional significant atherosclerosis to develop in the graft although this may be of interest at some
point in the future.
O. Ureteral catheterization is not indicated, nor is it a reasonable method to determine renal function.
/ . An ophthalmologic consultation would be wise. It can and should rule out any permanent retinal
damage.
o. Cardiac catheterization should not be necessary unless his cardiac stress test is abnormal. If it is, then
he should have an appropriate cardiac workup to determine what is needed for his health. Flying
considerations are obviously of low priority until any cardiac problem has been solved.
;/. It is incorrect to assume that this patient will never fly again. An AME who discontinues his support
of the airman at this point is not really fulfilling his obligation. All AME's should consider it their duty
to the airman to determine if there is a way that the airman can safely be returned to flight status.
Moreover, how often an individual must void is unlikely to have any significant relation to flight safety.
(Although the Environmental Protection Agency many not realize it, there are some airplanes fly ing
with old-style pilot's relief tubes still installed and functional! No doubt that will be the next thing the
EPA inspectors start checking....-Ed.)
10. It is as incorrect to simply issue a certificate out-of-hand as it is to deny it in the same manner. Public
safety demands that the airman's condition be carefully and thoroughly documented prior to the airman
receiving any type of medical certificate.
FAA Disposition and Required Followup
This airman did have the required additional examinations. He passed all with flying colors if readers will
excuse the pun. He will be required to provide a report of his blood pressure, renal function, a narrative report
from his treating physician, and a resting ECG in 12 months. With his apparent predisposition to atherosclerotic
disease, he will also be required to provide cardiovascular examinations periodically.
If this airman had permanent retinal damage with a significant visual impairment, or if his cardiovascular risk
profile had been very high, he would not have been recertified. Moreover, it is unlikely that he would have been
reconsidered at any time in the future.
(CAMA 's thanks go to the FAA's Steve Carpenter, M.D. for the material on which this case is based.)
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WELCOME NEW CAMA MEMBERS
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Homewood, AL 35209 USA
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Centreville, VA USA
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Yahya Yahya Basha, M.D.
P.O. Box 2773
Sanaa, Yemem
Leroy B. Brown, M.D.
3031G Street
Sacramento, CA USA
Stuart Bussey, M.D., J.D.
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Walnut Creek, CA 94595 USA
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4601 West 109th St., Suite 310
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F. Marion Dwight, M.D.
703 North Street
Bamberg, SC 29003 USA
Dan M. Eruim, M.D.
913 Medical Circle
Myrtle Beach, SC 29572 USA
Dan M. Ervin, M.D.
913 Medical Circle
Myrtle Beach, SC 29572 USA
Joseph Feldhaus, D.O.
P.O. Box 946
Eden, TX 76837 USA
William F. Fell, M.D.
5784 South Kittredge Street
Aurora, CO 80015 USA
Tod F. Forman, M.D.
Standish Village, Suite E
Pembroke, MA 02359 USA
Robert C. Gamble, Jr., M.D.
685 Medical Center Dr.,
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Clovis, CA 93611 USA
Michael Gebauer, M.D.
3191 East Semoran Blvd.
Apopka, FL 32703 USA
Harry L. Gibbons, M.D.
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Salt Lake City, UT 84102 USA
F.D. Giles, Col. USAF. MC
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USA
Charles M. Harrison, M.D.
442 West High Street
Bryan, OH 43506 USA
Eoin Harvey, M.D.
524 South Tatar, #4
Pasadena, TX 77506 USA
Wilbur T. Hill, D.O.
38 Westwoods Drive
Liberty, MO 64068 USA
John R. Hunt, M.D.
703 North Fant Street
Anderson, SC 29621 USA
Raymond L. Jacobs, M.D.
2201 Martin Street, Suite 104
Irvine, CA 92715 USA
Robert A. Leopold, M.D.
3051 Jolly Road
Norristown, PA 19401 USA
Robert E. Liska, M.D.
2300 East Devon Avenue
Des Planes, IL 60018 USA
Dennis I. Mallory, D.O.
1307 South Broadway Street
Toledo, IA 52342-0068 USA
G.F. McNally, M.D.
7 Walking Diamond
Prescott, AZ 86301-6160 USA
Joseph M. Parise, D.O.
740 South New Street
Dover, DE 19901 USA
Paul Park, M.D.
P.O. Box 1008
Hartselle, AL 35640 USA
Frank S. Pettyjohn, M.D.
607 Silverthorn Road




Republic of South Africa
David A. Samuels, M.D.
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Williamsport, PA 17701 USA
CarlJ. Sheusi, M.D.
452 3rd Street
Niagra Falls, NY 14301 USA
Thomas O. Steedle, M.D.
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Clearwater, FL 34621 USA
Michael J. Strahan, M.D.
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Sheridan, WY 82801 USA
Noble L. Swanson, M.D.
1630 South 70th Street
Lincoln, NE 68506 USA
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Gordon E. Tomm, M.D.
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Martha A.T. Walke, M.D.
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Abilene, TX 79601 USA
Lyle H. Warren, M.D.
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Atascadero, CA 93422 USA
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DOT PLUGS HOLE IN DRUG TESTING-FIVE YEARS
LATER!
The Department of Transportation procedures directing
drug testing were first issued in 1988. They took the form of
voluminous publications in the Federal Register, soft cover books,
and directives. A majority of the rules were aimed at preventing
cheating by those examined. Five years later, the DOT has suddenly
realized that they've not covered the problem of urine adulteration!
In a brief memo issued at the end of 1993, Donna Smith,
Ph.D., Acting Director, Drug Enforcement and Program Compli-
ance admitted that there is no guidance for medical review officers
and employers when adulteration is found by a test laboratory. The
result has been "(a) . . . wide variety of laboratory reports . . (which
have) created confusion among medical review officers (MROs)
and employers interpreting . . . mandated drug test."
There are a number of adulterants on the market; e.g.
"UrinAid," "Mary Jane SuperClean 13," and others. Many are based
on glutaraldehyde or a bleaching agent. Moreover, many do
conceal the presence of drugs. No one knows just how successful
they are, but their continued use suggest that at least some work
reasonably well. Controlled studies have yet to be carried out to
demonstrate just how weftr-
The upshot of the new DOT directive does eliminate some of
the confusion when a lab finds an adulterant. The individual must
be removed from safety-sensitive work although the federal rules
don't require any other specific employer actions. (Most employers





The annual spring Board
Meeting of the Officers and Board
of Trustees, will be held in con-
junction with the Aerospace
Medical Association meeting in
San Antonio, Texas on May 9,
1994, in room 104 of the Con-
vention Center. The meeting will
begin promptly at 9:45 a.m. The
CAMA Luncheon will be at 12:00
noon at the Marriott in Salon E &
F. All members are invited to
attend. See you in San Antonio.
QUALITY
"Quality is never an ac-
cident; it is always the re-
sult of high intention, sin-
cere effort, intelligent di-
rection and skillful execu-
tion; it represents the wise







Ft. Lauderdale, FL ..January 20-23,1994
San Francisco February 24-27,1994
Atlanta, GA March 17-20,1994
St. Louis, MO April 21-24,1994
San Antonio, XX (AsMA) May 8-12,1994
Boston, MA June 9-12, 1994
Chicago, IL June 23-26,1994
Anchorage, AK July 21-24,1994
For more information, contact your
Regional Flight Surgeon or:









42nd International Congress of Aviation
& Space Medicine
New Delhi, India ...Sept. 26-29, 1994
Secretariat
42nd Annual Int'l. Congress of Aviation &
Space Medicine




43rd Annual Int'l. Congress of Aviation &
Space Medicine
October 22-26, 1995
London, England, United Kingdom
65th Annual Aerospace Medical
Association Meeting
San Antonio, Texas
Convention Center ...May 8-12, 1994










Phoenix, AZ, USA .Sept. 7-11,1994




Tampa, FL, USA 1997
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For meeting information contact
816-763-9336
ANNUAL MEETING
Lodge of the Four Seasons
Lake of the Ozarks, MO
June 26-July 1, 1994
CAMA Headquarters
P.O. Box 23864
Oklahoma City, OK
73123-2864
(405) 840-0199
FAX (405) 848-1053
